neglect of functional needs (Long, Brown, Ames, & Vincent, 2013) . As a result, older people are at greater risk for experiencing negative consequences resulting in a decline in their function (i.e., mobility, continence, cognition) due to hospitalisation than are younger patients, all of which increase healthcare costs (Boltz, Capezuti, Wagner, Rosenberg, & Secic, 2013; Gill, Allore, Gahauer, & Murphy, 2010; Thornlow, 2009; Zisberg et al., 2011) .
Compounding this problem, the culture of safety within health organisations focuses on preventing falls and medication safety, but does not recognise the safety risks to older people, defined as individuals over the age of 60 (Beard, 2014) , that result from not attending to preventable functional decline (Dixon-Woods, Suokas, Pitchforth, & Tarrant, 2009; Long et al., 2013) . In a concept analysis of patient safety culture in nursing, Feng Boboay and Weiss (2008) Although we recognise that other populations' (e.g., people with intellectual disabilities) needs may also not be met within acute care hospital settings, we are focusing our discussion on older people who are increasingly becoming the majority of hospitalised patients.
Hospitalised older people are a diverse group ranging from those who are physically able to those with complex health needs and an increased risk of disability and mortality who are frequently defined as frail (Tocchi, 2015) . "Frailty is often equated with functional dependence in the activities of daily living" (Rockwood, Fox, Stolee, Robertson, & Beattie, 1994, p. 489) . Nursing teams that may be composed of both licensed nurses and unlicensed care providers work with hospitalised older patients around the clock and play an important role in attending to safety risks and preventing functional decline in this population. We define nurses as licensed nurses, such as registered nurses (RNs), and licensed practical nurses (LPNs) and refer to the nursing team when including licensed nurses as well as unlicensed care providers.
| BACKG ROU N D
There are many factors that could contribute to nursing perspectives about managing safety and harm with older patients. Some of these factors are intricately related to ageism. Butler (1969) coined the term ageism to describe negative attitudes and discriminatory practices towards ageing and older people held by individuals as well as systemically perpetuated through institutional practices and policies. Phelan (2010) attributes the cultural and social discourses about older people as originating in medicine and social policies, which contribute to perceptions of the older body as an object and older people as occupying marginalised positions in society. As an example, many scholars have identified a social perception that older adults are using too many of the scarce healthcare resources (Carriere, 2000; Evans, 2007; Evans, McGrail, Morgan, Barer, & Hertzman, 2001; Garrett & Martini, 2007; Gee, 2000; Hebert, 2003; Martin-Matthews, 2000) . Even though scholars have demonstrated that the increased costs in healthcare are associated with technology rather than the age of the healthcare recipient (Evans, 2007; Health Council of Canada, 2008) , these ageist perceptions persist and influence how hospital systems operate, how resources are allocated, and how healthcare providers work with older people. Since populations are ageing around the globe (World Health Organization, 2014) , ultimately there are and will be increasing numbers of older people accessing healthcare services necessitating health systems adapt to meet the needs of an ageing population.
For over two decades, researchers have identified that hospital systems are not a good fit for older people with multiple comorbidities (Covinsky, Pierluissi, & Johnston, 2011) . Rather hospital systems are structured around units with a single biomedical focus (e.g., orthopedics, cardiology) and rigid structures and processes that do not fit the needs of the complex frail older person needs that stem from What does this research add to existing knowledge in gerontology?
• Nurses are managing their concerns about older patients' safety and harm by restraining them and limiting their mobility.
• This paper makes explicit how perceptions about older people, definitions of safety, perceptions about nursing, lack of knowledge and structural constraints contribute to nurses' processes of care that ultimately contribute to functional decline in hospitalised older people.
What are the implications of this new knowledge for nursing care with older people?
• Nurses need support from organisational leaders to develop practices that engage nursing teams in considering the longer term implications to each older patient's functional needs in their day-to-day practices. Leaders also need to examine organisational processes that contribute to nurses not having adequate resources to address function, and how structures and processes within the organisation are contributing to not recognising preventable functional decline as a safety threat.
How could the findings be used to influence policy or practice or research or education?
• An organisation view of function as a safety priority would result in processes of care, practices and policies that support the functional needs of older people.
• Introduction of measurement of function as a hospital outcome and recognising preventable functional loss as a harm are needed to improve care of hospitalised older people. multiple comorbidities, functional needs and atypical presentation of acute illnesses (Baumbusch, Leblanc, Shaw, & Kjorven, 2016; Parke & Chappell, 2010; WHO, 2014) . The biomedical model focuses narrowly on parts of the body rather than the whole person, fostering an emphasis on the negative aspects of ageing and promoting ageist perceptions among healthcare professionals (CIHI, 2011; Phelan, 2010) . Although a biomedical structure may have suited the needs of patients and healthcare professionals at one time, now, most hospitalised people are older and have multiple comorbidities, in addition to the acute illness that resulted in their hospitalisation (Fedarko, 2011 ). Yet hospital systems are designed to support and value individuals with a single diagnosis who respond to medical treatment within an expected time frame, more than the typical older patient with multiple health challenges (Parke & Chappell, 2010) . The practice of expecting the majority of ill older people with complex needs to fit into healthcare systems that were not designed to serve their needs persists in many healthcare institutions and is institutional ageism (Sellman, 2009) .
Although a variety of methods of delivering care to hospitalised older people focused on enhancing and maintaining older peoples' function has been developed, such as the Nurses Improving Care to Health System Elders (NICHE) (Menzey et al., 2004) , acute care of elders or ACE units, geriatric inpatient rehabilitation units, geriatric inpatient consultation, Hospital Elder Life Program (Help) (Covinsky et al., 2011) and fighting pyjama paralysis (Oliver, 2017) , research about these specialised models has focused on patient outcomes, without specifically examining nursing practice (Hickman, Newton, Halcomb, Chang, & Davidson, 2007) , or issues that influence how nurses view safety and harm or how they enact their practice with the ageing population. Moreover, how widely these various strategies have been taken up or which is more effective is unknown.
Compounding the issues that arise from hospital systems that are not designed for older people, economic constraints have led to restrictions in the numbers of hospital beds, which, in turn, causes pressure on healthcare systems. This pressure often results in the unintended consequence of needing to open beds in the short term to accommodate increased numbers of people requiring hospitalisation (Dahlke et al., 2015) . Hospital systems strain to accommodate overcapacity patients (more patients than budgeted), and nurses must make decisions about their care priorities in these constrained environments characterised by insufficient equipment and staffing resources (Dahlke et al., 2015; Dixon-Woods et al., 2009 ). These challenges, combined with an acute care focus of "doing more, faster" (Austin, 2007, p. 84 ) and the time-consuming nature of caring for older people (Dahlke et al., 2015; Higgins, Van der Riet, Slater, & Peek, 2007; Kjorven et al., 2011; McGarry & Simpson, 2009) , can push nurses to ration their time with patients based on age (Rodney et al., 2013) . In these ways, the structural constraints associated with hospitals (e.g., skill mix, access to resources) influence nursing practice and patient outcomes (Aiken et al., 2013; Clarke & Aiken, 2008; Lucero et al., 2010) .
Moreover, worldwide economic conditions have led to task-shifting, specifically assigning responsibilities for care to less-educated healthcare workers, to decrease the costs of healthcare services (WHO, 2013) . These changes have occurred despite evidence that lower RN-to-patient ratios are associated with decreased risk of patient morbidity and enhanced patient safety (Aiken et al., 2011; Clarke & Aiken, 2008; Dubois et al., 2013) . Task-shifting has had the unintended consequence of changing the processes of professional care. Reduced numbers of Registered Nurses (RNs) must take a leadership role in nursing teams (that have less-educated healthcare workers, namely care aides) to manage the care of increased numbers of patients. In a systematic review of the literature, Wong
Cummings and Ducharme (2013) identified few studies that examined the connections between nursing leadership and patient outcomes, or used a leadership model. Thus, it is unclear whether RNs receive adequate opportunities to learn the skills and knowledge to assume a leadership role in the nursing teams in which they are expected to lead or whether they have time available to even think about leading these teams in their care environments.
It is, however, understood that nurses' negative perceptions towards caring for hospitalised older people are linked to the more time-consuming nature of caring for people with functional concerns (i.e., moving more slowly, being confused due to delirium) (Dahlke et al., 2015) . Scholars have identified that nurses perceive caring for older people as less desirable than caring for younger people (Dahlke et al., 2015; Wells, Foreman, Gething, & Petralia, 2004) . This perception is a result, in part, of nursing units with complex older people having the same staffing resources as units with younger people, despite recognition that caring for older people beyond basic care requires more time (Dahlke et al., 2015) . Kydd and Wild's (2013) review of the literature reveals that nursing care of older people has a low social status and a perception that specialised knowledge or skills are not required. This helps to explain why within the nursing profession, caring for older people is viewed as simple and related to custodial care (Dahlke & Baumbusch, 2016; Dahlke et al., 2015) . It makes good sense that if nurses perceive caring for older people as simple and custodial, they are less likely to consider the functional changes of an older person as a potential acute illness. Ironically, the functional decline of older patients can often be a symptom of an acute illness. Research has identified that when function-focused care (an approach that encourages the optimisation and maintenance of older people's functional abilities, such as walking, bathing) is employed, it benefits older people in a variety of settings (Resnick, Galik, & Boltz, 2013) .
Taken together, the emphasis on efficiencies within acute care settings contributes to negative perceptions of nursing older people by not valuing the nursing time needed to accommodate the functional needs of older people, leading nurses to prioritise medical treatments and acutely ill patients Rodney & Varcoe, 2012) . Negative perceptions towards older people, combined with hospital environments that are institutionally ageist, provide a perfect storm for neglect of older people's functional needs. Nursing teams engage in assessing risks and making decisions about how to manage risks and functional needs in the context of these busy, under-resources environments (Dahlke et al., 2015; Dixon-Woods et al., 2009 ). Yet, nursing perceptions of how to manage safety and potential harms for older patients within these hospital institutions are not well understood.
| ME THOD
An integrative review of the literature was conducted to examine nursing perspectives of safety and harm with hospitalised older people. The integrative review process outlined by Whittemore and Knafl (2005) guided the review to ensure that a rigorous and transparent process was maintained. With the guidance of a medical librarian, in May of 2018, the following databases were searched with no date restrictions: Ovid MEDLINE(R) Daily; EBSCOhost
CINAHL Plus with Full Text; EBSCOhost Abstracts in Social
Gerontology; and EBSCOhost Academic Search Complete. Search terms included combinations of the following terms: "nurs*", "hospital*", "nursing staff", "hospital units", "risk", "patient harm", "patient safety", "adverse event*", "safety or harm" or "medication error*", or "fall*", or "restraint*", or "risk*", "gerontolog*", or "geriatric*", or "aging" or "ageing" or "elder*", or "seniors", or "old*", "adult*", or "peo- 
Brown et al. (2007).
United States Qualitative study interpreted through a GT approach.
29 participants that include physicians, nurses and pts. Examining perspectives about barriers to mobility Three areas of disagreement among the groups. HCP cited lack of patient motivation, but patients viewed HCP as not interested. HCP had stereotypes about older people not wanting to be out of bed, but patients thought HCP thought mobility was less important than their other duties. HCP saw medical devices as barriers; only one patient did.
Identifies perceptions of older people lacking motivation, negative stereotypes, and medical devices as a barrier among nurses in mobilising older patients.
Met all quality criteria Chuang and Huang (2007) Taiwan Qualitative descriptive analysis of 12 nurses' feelings related to restraints. Nurses felt sad, guilty, and had conflicts in their feelings.
However, when older patients were irritable, confused or tried to remove their catheter, nurses used restraints to control behaviour and keep them safe.
Despite the negative consequences of restraints, nurses continued to restrain Criteria 1.3 and 1.4 could be enhanced. They were partially met.
Dahlke and Phinney (2008) Canada Qualitative study examining how nurses assess prevent and treat delirium in hospitalised older people. Content and thematic analysis. Nurses used taking a quick look, keeping an eye on them and controlling the situation to manage older people at risk or with delirium. Nurses reported using restraints to keep patients safe and save them time.
Nurses using restraint to avoid harm. Nurses also use surveillance.
Met all quality criteria.
(Continues)
Author, year, country
Methods

Findings
Implications Quality assessment Dahlke et al. (2017) Canada Secondary qualitative descriptive analysis of qualitative data examining how nurses construct safety risks while caring for hospitalised older people. Nurses use restraints, physical and chemical to keep older patients from falling or removing their medical equipment. They recognise that this affects older people's function but are managing each moment at a time.
Nurses using restraints to avoid harm
Met all quality criteria Farina-Lopez et al.
(2018) Spain Descriptive cross-sectional study using a survey to examine nurses and nursing assistants perceptions of restraint use.
t-tests were conducted 98% had used physical restraints, more than 85% had received little or no training, and there was no difference between the groups. Patients were restrained to prevent falls and to prevent removal of tubes.
Nurses restrain to keep patients safe even in 2018
Non-probability sampling. Had a moderate response rate less than 60% and thus did not meet 4.4 of quality criteria. Goethals et al. (2013) Belgium Qualitative study of 21 nurses examining their decision-making process in physical restraint use. Used GT approach but does not explain qualitative analysis guide. Nurses applied restraints when the patient's behaviour was unsafe both to him and other patients. Some nurses were more willing to take risks, engage in watchful waiting, and try alternatives than were others.
If safety appeared an issue or there were not enough staff restraints were used.
Great explanation of the differences among nurses in identifying risk and application of restraints Met all quality criteria Janelli et al. (2006) United States Quantitative non-random study using a convenience sample of 216 RNS from two hospitals who completed a 70-item questionnaire regarding their knowledge, practice and attitudes towards restraint use. Nurses prefer to use sedation to physical restraints.
One-to-one observations is the most common alternative to physical restraints Although nurses performed well on knowledge about physical restraints, over 50%
did not realise that patients could refuse restraints.
Met all quality criteria King et al. (2018) United States A qualitative studying using grounded dimensional analysis to explore nurses' experiences with fall prevention programmes in hospital settings. Used symbolic interactionism as a theoretical guide. Messaging from hospital administration to achieve zero falls resulted in nurses developing a fear of falls and restricting patients' activities even though they recognised it was contrary to good outcomes for patients. Nurses on low fall units or high fall units where the manager encouraged mobilisation as a means to engage in fall reduction, mobilised patients more frequently
Shows the link of organisational and managerial behaviour on nurses' behaviour in restricting the movement of patients.
Met all the quality criteria Used MANOVA to examine the differences between the groups. Both social workers and nurses believed that restraints prevent falls and patient removal of medical devices.
No differences in the perceptions about restraints among the two groups.
Met all quality criteria TA B L E 1 (Continued) medication error were used due to their prevalence in the safety literature. No date restrictions were given to allow for the possibility of seeing progression in nurses' thinking about safety and harm over time.
Inclusion criteria included original research studies published in
English that focused on nursing perspectives and practices related to safety and harm with hospitalised older people. The search yielded 1,229 plus two articles were identified from the authors' general reading of the literature. Duplicates were removed yielding 1,088
articles. Articles or other publications that focused on long-term care or community settings, or emphasised other professionals exclusively, were excluded. Two of the authors reviewed all of the titles independently; then, compared similarities and differences and any differences were included for the next review of abstracts.
One hundred and two abstracts were reviewed using same process, At the end of the review process, 23 articles met the inclusion criteria. They were charted and organised to compare sources on specific issues, variables or sample characteristics-see Table 1 .
The Mixed Methods Appraisal Tool (MMAT) was used to critically 
| RE SULTS
The review yielded 23 articles that represented one mixed methods (Strumpf & Evans, 1988) all of the quality appraisal criteria (Pace et al., 2012) , indicating high quality. Five were lacking in only one of the quality criteria and two were lacking in two quality criteria, indicating lower quality (see Table 1 for detailed quality appraisal of each study).
Most of the studies focused on the nursing teams' perceptions that keeping older patients safe (i.e., preventing falls or removal of medical equipment) centred on chemically and physically restraining older patients. None of the studies in this review discussed the use of bed alarms or other technology as safety measures. Sometimes, nurses perceived limiting mobility as a means of preventing falls. Ten of the studies revealed that nursing teams believed restraints and limiting older patients' mobility was necessary to manage their work (Boltz et al., 2011; Bok et al., 2016; Brown et al., 2007; Dahlke et al.., 2017; Dahlke & Phinney, 2008; Lai, 2007; Lee et al., 1999; Ludwick et al., 2010; Quinn, 1993; Suen et al., 2006) . In other words, they did not (Chuang & Huang, 2007; Lai, 2007) . Additionally, some of the more recent studies discussed how no falls policies, administrative practices to reinforce no falls, and individual nurse characteristics (such as risk tolerance) influenced restraint use (King et al., 2018; Lai, 2007) and how nurses defined safety (Dahlke et al., 2017; Schofield et al., 2012 ). These will be explained in the themes of restraining and reducing mobility.
| Restraining
In 2 of the studies, nursing staff in the United States (US) (Janelli et al., 2006) and the United Kingdom (UK) (Schofield et al., 2012) discussed using chemical restraints to keep their older patients from harms that were defined as falling or removing medical equipment (e.g., catheters, intravenous lines). Studies from Taiwan (Chuang & Huang, 2007) , Spain (Farina-Lopez et al., 2018) , the United States (King et al., 2018; Ludwick et al., 2010; McCabe et al., 2011; Quinn, 1993; Strumpf & Evans, 1988) , Hong Kong (Lai, 2007; Lee et al., 1999; Suen et al., 2006) , Finland (Liukkonen & Laitinen, 1994) , Australia (Myers et al., 2001) and Israel (Werner, 2002) all reported nurses' use of physical restraints to keep their older patients safe.
Four of the studies identified that once physical restraints had been applied to an older patient, nursing teams were reticent to remove them, even if the reason for using the restraint was no longer present (Chuang & Huang, 2007; Goethals et al., 2013; Ludwick et al., 2010; Suen et al., 2006) . Studies from Canada (Dahlke et al., 2017; Dahlke & Phinney, 2008) , Belgium (Goethals et al., 2013) and the United States (Janelli et al., 2006) reported nurses using both chemical and physical restraints. Other strategies to manage safety concerns with older patients were one-to-one observations or frequent surveillance by nursing staff (Bok et al., 2016; Dahlke & Phinney, 2008; Goethals et al., 2013; Janelli et al., 2006; Ludwick et al., 2010; Nolan, 2007) .
Many of the studies cited reasons for why nurses were choosing restraints to keep their older patients safe from harm. Farina-Lopez et al. (2018) reported that 85% of the Spanish nursing staff had not received education about the pitfalls of using physical restraints. In two of the Hong Kong studies, nursing teams saw physical restraints as a usual practice to keep older patients safe and the negative impact to patients was largely unrecognised (Lee et al., 1999; Suen et al., 2006) . Another study from Hong Kong suggested that lower staffing levels than other countries contributed to nurses' choice to physically restrain older patients (Lai, 2007) . However, nurses in the United States (Bok et al., 2016; Boltz et al., 2011; Brown et al., 2007; Ludwick et al., 2010; Quinn, 1993) and Canada (Dahlke et al., 2017; Dahlke & Phinney, 2008 ) also cited workload as an important factor in their decision-making about whether or not to restrain older patients to keep them from harm.
Some of the studies reported nurses' feelings about falls, restraint use, and/or differentiated about perceptions of restraints within the nursing team. In two US studies, nurses reported guilty feelings related to their older patients' falling (Bok et al., 2016; King et al., 2018) . Nurses in Taiwan (Chuang & Huang, 2007) and Canada reported feeling guilty about physically restraining older patients (Dahlke et al., 2017; Dahlke & Phinney, 2008) . A study from the US (McCabe et al., 2011) and one from Hong Kong (Suen et al., 2006) differentiated between care aides and nurses' perceptions, reporting care aide's view that physical restraints were a more positive solution to safety concerns than did nurses.
Some of the studies highlighted the links between hospital policies of fall reduction and nurses' beliefs that they needed to restrain older patients to prevent falls as a means to protect their own personal legal liability (Lai, 2007; Lee et al., 1999; Ludwick et al., 2010) or experience retribution from managers who could ask them questions about why their older patients had fallen (Chuang & Huang, 2007) . After conducting a qualitative descriptive study of Taiwanese nurses' perceptions about physically restraining older patients, Chuang and Huang (2007) described nurses' conflicts between balancing moral and safety issues as a "tug of war," and that nurses were afraid to report falls for fear they may be punished by their managers.
Two studies examined nurses' decision-making in applying restraints (Goethals et al., 2013; Ludwick et al., 2010) . Goethals et al.'s qualitative study with 21 acute care Belgian nurses suggests that nurses first form a picture of the patient to determine risks. Then, nurses' actual decision-making process includes waiting, watching, and using alternatives to physical restraint until a defining moment when they restrain because they believe that for the patient's safety or the comfort and safety of other patients, it is necessary.
They identified that nurses who feared complaints related to falls had a lower threshold of tolerating patients' risks. Ludwick et al.'s grounded theory study identified that US nurses were balancing safety and risks by monitoring older patient's mental changes and behaviours, using watchful monitoring or sitters-healthcare providers who sat beside and monitored the older person-before deciding to use physical restraints. They explain that policies about tracing the result of a fall to a particular nurse influenced nurses' reluctance to remove restraints once they had been applied. These qualitative studies provided some insight into the analytical processes nurses undertake when deciding to use restraints and how safety risks are considered, albeit in the limited context of restraint use.
| Reducing mobility
Four US studies and one UK study focused on nursing teams' perceptions and/or role in mobility with older patients (Bok et al, 2016; Boltz et al., 2011; Brown et al., 2007; King et al., 2018; Kneafsey et al., 2013) . One study that examined US physicians, nurses', and patients' perspectives about mobility and concluded that the healthcare providers believed promoting mobility was less important than their other duties and that older people did not want to get out of bed (Brown et al., 2007) . Patients in this study thought that nurses
were not interested and were too busy to help them get out of bed.
Nursing teams in Boltz et al.'s (2011) qualitative descriptive study reported that constraints, such as staffing and lack of teamwork, could impede a function-focused approach to working with older patients.
Management that supported nursing teams in balancing older patients' fear of falling, families' beliefs that the older person should stay in bed, and workload were more likely to focus on improving older patients' mobility. King et al.'s (2018) grounded theory study exploring US nurses' experiences with fall prevention programmes revealed how messaging from hospital administration to achieve zero falls could contribute to increased use of physical restraints.
When managers on high fall units emphasised the importance of no falls, nurses developed a fear of falls and limited older patients' activities even though they recognised this practice was not in the best interest of their patients. Yet on low fall units or high fall units where the manager encourage mobilisation as a means to reduce falls, patients were mobilised more frequently and restrained less.
A UK study that focused on how nurses on rehabilitation units supported and promoted the mobility of older patients suggested that the nursing team saw their primary goal as keeping their patients safe from harm (Kneafsey et al., 2013) . Even though the nursing staff worked on rehabilitation units where it was recognised that patients would experience risk for falls as part of improving their mobility, nurses made decisions about transferring patients from place to place safely and left the transfers they perceived as more risky to physiotherapists. Bok et al.'s (2016) study of rehabilitation US nurses' perceptions about their older patients' falls revealed that when patients fell, nurses felt guilty and increased their diligence in closely monitoring these patients, but did not increase mobilisation strategies as part of mitigation of fall risk. Thus, even in rehabilitation units, there is some beginning evidence suggesting that nurses' perceptions of mobility are that it is a threat to safety.
| D ISCUSS I ON
The key finding from this review is that nursing teams are balancing the safety and harm risks of hospitalised older patients primarily through the use of physical restraints and limiting their mobility. Our findings agree with Resnick et al.'s (2013) findings that nurses conceptualise their role as protecting older people from falls and thus engage in behaviours such as keeping patients in bed to avoid risk.
Ironically, nurses' immobilisation of older people to protect them from the potential harms of a fall contributes to further functional decline and increases their nursing care needs, thereby contributing to the challenges that caused the immobilisation in the first place.
Although more recent studies from this review provided insights into nurses' perceptions about managing hospitalised older peoples' safety concerns and the contextual factors that contribute to how they manage threats to older patients' safety, few studies articulated a link between preventable functional loss and harm. Findings from this review suggest that administrative policies of zero falls or linking falls to individual nurses contribute to nurses' decision-making related to avoiding falls through limiting mobility or using restraints.
The literature is replete with studies identifying the dangers to older patients when they are restrained (i.e., Boltz, Resnick, Capezuti, Shuluk, & Secic, 2012; Boltz et al., 2013; Brower, 1991; Mion, Frengley, Jakovcic, & Marino, 1989; Strumpf & Evans, 1991) . There is also literature promoting rather than limiting older patients' mobility as an important element of function-focused care (WHO, 2014; Zisberg et al., 2011; Zisberg, Shadmi, Gur-Yaish, Tonkikh, & Sinoff, 2015) . Threats of potential harm from a fall are foremost in nurses' minds. Thus, despite considerable research into nursing practices with hospitalised older people, there is limited understanding about how to overcome this perception so that nursing teams can focus' promotion of function in older people. In searching the literature on nurses' perceptions of safety and harm, we found one theoretical paper, "failure to maintain," that we believe offers some ideas about how to change how nurses are thinking about older people's functional needs (Bail & Grealish, 2016) . Bail and Grealish's (2016) theoretical framework of "failure to maintain" develops and extends the well-recognised term "failure to rescue," which refers to death following hospital-acquired complications. The "failure to maintain" framework theorises that nurses' care rationing and delegating to unlicensed healthcare providers (due to their time and resource constraints) contributes to the occurrence of nurse-sensitive complications of urinary tract infection, delirium, pressure injury and pneumonia in hospitalised older patients.
Chaotic hospital environments are seen as preventing nurses from having opportunities to critically think about activities they could engage in to mitigate the functional decline of older patients; rather, they are constantly looking for strategies to keep their patients safe, even though "safety" strategies such as restraints lead to harm.
Often fundamental tasks such as walking patients to the bathroom or helping them to eat a meal are either left undone or delegated to unlicensed healthcare providers if the nurse has time to think about delegating these tasks. In these ways, nursing teams are failing to maintain older patients' physical, educational, emotional and psychological needs. Certainly, the findings from our review about how nurses are using restraints and limiting mobility would constitute a failure to maintain older patients function, leaving them susceptible to iatrogenic changes and longer lengths of stay.
Although we agree with Bail and Grealish's (2016) conceptual framework of "failure to maintain", we suggest that this framework needs to be extended to view preventable functional losses in older patients as safety threats. As one of the studies in this review revealed, nurses who are searching for the resources to meet the immediate needs of older patients in constrained environments focus on a narrow definition of safety (focusing on life and death, and medical interventions) and prioritise their actions based on that definition (Dahlke et al., 2017) . Although their focus on safety is intended to minimise harm to older patients in what nurses perceive as unpredictable or unwieldy workloads, the unintended consequence to older people is functional decline when nurses immobilise them with chemical or physical restraints to prevent a potential fall (Dahlke et al., 2017) . In other words, reducing possible life-threatening harms (which include falls) are privileged over older patients' functional needs. We believe this is because the functional loss is more likely to occur over a few days, a loosely coupled error (Harrod, Kowalski, Saint, Forman, & Krein, 2013 ) that the individual nurse does not see, while a possible fall could occur on the nurses' current shift. Thus nurses respond to the more immediate safety threats of a possible fall or pulling out medical tubing with restraints and may not consider the longer term consequence of functional loss. Poor patient outcomes from processes of care nurses employ to manage risks and harms are difficult to change when the nursing action is loosely linked to the outcome (Day, 2014; Harrod, et al., 2013) .
Scholars, who have studied why nursing care processes contribute to functional decline (e.g., restraint use, limiting mobility) are employed, suggest that staffing resources being insufficient when nurses are dealing with sudden increases in numbers of patients or in patients' acuity and the lack of material resources (e.g., equipment, medications) contribute to nurses' decision-making about care (Kalisch, Landstrom, & Williams, 2009) . Ten of the studies in this review cited staffing resources as a factor in their decision to restrain older patients (Bok et al., 2016; Boltz et al., 2011; Brown et al., 2007; Dahlke et al., 2017; Dahlke & Phinney, 2008; Lai, 2007; Lee et al., 1999; Ludwick et al., 2010; Quinn, 1993; Suen et al., 2006 older patients fell, they were more likely to use restraints or limit patients' mobility ( Chuang & Huang, 2007; King et al., 2018; Lai, 2007; Lee et al., 1999) . We must recognise that nursing practice is embedded in the context of organisational safety priorities that do not include unintentional function losses as harm. Nursing teams' view of "keeping older patients' safe" as a top priority is similar to Feng's et al. (2008) concept analysis of patient safety culture. In the context of embedded ageism within health care, questions arise about whether nurses define loss of function and nursing home placement as a poor outcome or whether they view it as an inevitability related to age.
In other words, nursing practices that contribute to the functional decline of older people are likely to persist unless nurses can see a direct link between their action and outcomes. Nurses are likely to continue practices that do not prioritise older people's functional needs unless they can see a connection between their actions, or lack of actions, and preventable functional loss in older people. Kalisch and Lee (2010) found that when teamwork within the nursing team was stronger, nurses' processes of care were more likely to include activities that promoted or maintained older people's functional needs. Although some of the studies in this review included other professions, the impact on teamwork was not directly linked to nurses' decision-making in the studies. However, within the nursing team it falls to the RN to delegate to other team members, and it is not well understood how nursing teams work together or how RNs are delegating care for the functional needs of older patients to unregulated healthcare workers. How best to facilitate nursing teamwork requires more inquiry to better understand whether this could be a strategy to enhance function-focused care.
The message about the importance of function-focused care and viewing losses to older patients' function as safety threats would contribute to nursing staff maintaining older patients' function. . We believe nurses need support from organisational leaders to develop practices that engage nursing teams to consider the longer term implications to each older patient's functional needs in their day-to-day practices and to understand their essential role in engaging older patients in function-focused care (Boltz et al., 2012 Clinical leaders can engage nursing teams in developing processes of care that incorporate maintaining or restoring older people's function. As examples, these processes would include mobilising patients regularly, promoting continence using evidence rather than merely changing incontinence products and assessing for delirium each time a new functional decline is noted. None of these suggestions are new; rather, the literature is replete with evidence about how to best manage older people's care needs (i.e., Boltz et al., 2012; Covinsky et al, 2011; Zisberg et al., 2015) . Clinical leaders also need to support RNs in assuming a leadership role within the nursing team. This includes mentoring, education and acknowledging RNs as clinical leaders. Leaders also need to examine organisational processes that may be institutionally ageist and thus contribute to nurses not having adequate resources to provide function-focused care. They also need to see preventable functional decline as a safety threat and establish structures and processes within the organisation that support function-focused care. Policies that support best practices with hospitalised older people need to be embedded in healthcare organisations.
Research supports a system-wide approach to applying principles that support hospitals in decreasing ageism and integrating practices that support the functional needs of older people (Parke & Chappell, 2010; Wong, Ryan, & Liu, 2014) .
Nurse educators in clinical settings can support nurses' knowledge deficits about caring for older people and effectively leading teams. Education targeted at managing safety threats with older people needs to be consistent and standardised so that nurses understand best practices that include function-focused care and avoiding restraints. Adoption a flexible fall prevention programme is also key to focusing on function and avoiding restraints. One example is Dykes et al. (2017) comprehensive patient-centred fall prevention toolkit that provides opportunities to tailor fall prevention to each patient, unit or hospital. Education about caring for older people also needs to be improved in pre-licensure programmes. But education about best practice for older people alone is not enough.
Practice environments need to support nursing teams in providing function-focused care in order for best practices to become common practices. Researchers can contribute by conducting studies that help to illuminate how hospital nurses perceive harm and safety, as well as how their decision-making around safety and harm is influenced by hospital resources, structures and processes. Research exploring patients' perspectives about hospital environments can also contribute to greater understanding about how patients view safety (Hung et al., 2017) .
| Limitations
This review was limited by the inclusion criteria and including only English studies. It is possible that studies in other languages could have provided new insights. Moreover, it is possible that our search criteria including restraints resulted in a predominance of this type of study. We had however included the terms based on the patient safety literature, which has yet to clearly recognise avoidable functional loss as a hospital harm. Furthermore, none of the studies mentioned bed alarms or other technology as safety interventions.
Future studies could include these methods in review criteria. This study also does not include the psychological aspects of safety nor a patient's perspective, which also important in considering harm and safety.
| CON CLUS IONS
It is a paradox that despite older people being the majority of care recipients in hospitals, these healthcare settings are frequently not designed to meet the functional needs of this population. As a result, nursing teams work with hospitalised older people in institutions that do not fit the needs of older people, using a biomedical model of care that does not prioritise functional needs but, rather, emphasises keeping older people safe. As the findings from this review have revealed, nurses are focusing on what they perceive are the organisational priorities for safety (preventing falls) and are de-prioritising the functional needs of older people by using physical restraints and minimising mobility. This complex issue requires attention from clinical nurses, leaders, policymakers and researchers to shift the focus of care to viewing function as a safety priority.
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R E FE R E N C E S IMPLICATIONS FOR PRACTICE
• Practicing nurses need support in fulfilling their leadership role within nursing teams
• Clinical leaders and nursing teams should engage in developing processes of care that incorporate maintaining and restoring older people's function
• Education targeting safety threats needs to be standardised and include function focused care
• Policies need to be developed that identify preventable functional losses as safety threats. Researchers ought to study nurses' decision making around safety and harm
